A 58-yr-old female military veteran presented to the FIGURE 1 Sagittal T1 (A) and axial T2 (B) FLAIR (fluid-attenuated inversion recovery) images showing marked bilateral frontal lobe encephalomalacia involving the frontal poles and gyrus recti with loss of parenchyma and white matter damage.
emergency department of her local Veterans Administration medical center asking for phenytoin. She had previously been prescribed phenytoin but had been lost to follow-up. She described acquisition of a seizure disorder 30 yrs earlier during her military service as a consequence of being hit by a car while walking. The veteran reported that, after the original accident, she had a week of posttraumatic amnesia and woke up in a different hospital than her original destination. A friend accompanying her to the emergency department reported witnessing behavior consistent with seizures. Review of the available medical record revealed a service-connected disability for anosmia, but with neither an electroencephalograph nor neuroimaging on record. She did not have a service connection (which might have entitled her to compensation) for traumatic brain injury. The record confirmed that she had been prescribed phenytoin in the past.
In the emergency department, her speech was pressured, with flight of ideas and a tangential train of thought. Her affect was frustrated and angry. Her neurologic examination was unremarkable other than her lack of a sense of smell. The veteran reluctantly agreed to hospital admission for further work-up. Whereas a standard electroencephalograph showed no epileptiform activity, an magnetic resonance imaging of her brain revealed marked bilateral frontal lobe encephalomalacia and white matter damage consistent with head trauma (see Fig. 1 ). She was discharged the next day on lamotrigine for seizure prophylaxis and mood stabilization, with follow-up appointments in neurology as well as primary care. Rehabilitation for cognitive issues awaits the outcomes of these appointments.
The rapid advances in neuroimaging since the first clinical computed tomography scan in 1972 allow the physician to look back in time and in certain circumstances and verify a patient's history in the absence of other documentation. 1 The care team is now assisting the veteran in filing for service-connected compensation for traumatic brain injury. This case illustrates the value of due diligence and careful attention to a patient's history in revealing a severe traumatic brain injury 30 yrs after the fact. The authors are aware of other cases of delayed diagnosis of head trauma. 2 One can only wonder how the veteran's life would be different had the diagnosis occurred earlier.
